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ABSTRACT 
Background: Pregnancy is widely recognised as a “teachable moment” for 
healthy behaviour change and the postnatal period has been identified as the 
opportune time to initiate this change. In the UK, all women are offered a 
routine health check at 6-8 weeks postpartum with their General Practitioner 
(GP). This provides a potential opportunity to facilitate long-term behaviour 
change discussions. 
Aim: To explore GPs’ views and experiences of using the postnatal check as a 
health-related behaviour change opportunity. 
Design and setting: A qualitative, inductive study in general practice. 
Method: Semi-structured telephone interviews were conducted with 18 GPs. 
Audiotaped interviews were transcribed verbatim and analysed using thematic 
analysis. 
Results: One theme emerged from the data: the postnatal check is an 
unrealised opportunity to facilitate health-related behaviour change. This 
theme was organised into three subthemes: opportunity for health related 
behaviour change, role responsibility and patient-led vs. GP-led behaviour 
change. 
Conclusion: Although GPs recognise the postnatal check as a potential 
opportunity for health-related behaviour change, it is underutilised as they 
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donot perceive this to be the purpose of the check and are uncertain as to 
their role in facilitating lifestyle changes. To enable this long-term lifestyle 
behaviour change opportunity to be utilised more fully, further research is 
needed to understand women’s expectations of postnatal check and the scope 
for further recommendations, guidance and communication training around 
behaviour change.  
Keywords: General Practice; Behaviour Change; Postnatal Check; 6-8 week 
check, Qualitative; Thematic Analysis 
 
How this fits in  
Pregnancy has been identified as a powerful teachable moment for health-
related behaviour change and the postnatal period has been recognised as an 
opportune time to initiate this change. UK women are offered a routine health 
check with their GP at 6-8 weeks postpartum which creates a unique and 
timely opportunity for supporting lifestyle changes.  Little is known about GPs’ 
experiences of discussing behaviour change at this consultation and how this 
opportunity could be best utilised. This study provides an insight into GPs’ 
experiences of behaviour change discussions at this check. 
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Introduction 
A range of health-related behaviours are associated with negative health 
outcomes and non-communicable diseases (NCDs)(1). These include alcohol 
misuse, lack of physical activity, poor diet, unsafe sexual behaviour and 
smoking. It is estimated that NCDs, primarily cardiovascular and respiratory 
diseases, cancers and diabetes, are responsible for 60% of the world’s annual 
mortality (2). However, due to their association with health-related 
behaviours, such conditions are considered largely preventable (3). 
Consequently, it is important to identify and exploit opportunities and 
strategies to promote healthy behaviour change (4). The “teachable moment” 
is a naturally occurring life or health event that provides an opportunity to 
stimulate patient action for positive behaviour change (5). Three constructs 
determine whether an event serves as a teachable moment: an increase in 
perceived personal risk and outcome expectancies, the promotion of a strong 
affective or emotional response and a redefinition of an individual’s self-
concept or social role (6). 
Pregnancy has been conceptualised as a powerful teachable moment 
with potential for behaviour change that can benefit the whole family 
including future pregnancies (7). Pregnancy provides an immediate and 
personal experience of risk related to the health of the mother and baby, 
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enhancing the perceived value of healthy behaviours. Strong emotional 
responses are evoked, such as elation and fear about the wellbeing of the 
fetus, influencing an individual’s judgement about the significance of the 
event. Personal and social roles are redefined as women prepare to become 
mothers, with expectations of major changes in lifestyle and self-image (7). 
A richer analysis of perinatal behaviour change encompasses and 
expands upon the teachable moment by applying the Capability-Opportunity-
Motivation Behaviour (COM-B) framework (8). The COM-B framework goes 
beyond solely motivational aspects of behaviour change; it identifies capability 
and opportunity as fundamental determinants of behaviour change (8). 
Multiple events during pregnancy and the postnatal period not only bring 
changes to women’s motivations, but also to their capabilities and 
opportunities for change. For example, women may have increased physical 
and social opportunities due to greater family support and access to services 
for new mothers. Changes in motivation, capabilities and opportunities can 
influence receptiveness to health promotion (8). 
Although pregnancy and the postpartum period have been defined as 
optimal for women to make changes to behaviours which impact on both them 
and their child, the latter period may create particular opportunities: It has 
been found that healthy lifestyle changes are conceived in the antenatal 
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period, but are executed in the postnatal period, for example, with women 
making a conscious decision to manage their weight in the postnatal period 
only (9). Furthermore, weight loss interventions are not recommended during 
pregnancy due to the risk of harm to the unborn child (10).  Women’s 
capabilities and opportunities for behaviour change at this point thus need 
examining. Hence the input of healthcare professionals beyond the midwifery 
and obstetric team has a important potential role.  
NICE guidelines recommend that all women and their babies receive a 
routine health-check between 6-8 weeks after birth by a “coordinating 
healthcare professional” (11). In the United Kingdom, the General Practitioner 
(GP) is the main healthcare professional who routinely conducts this check. At 
each postnatal contact NICE recommend this healthcare professional should 
‘…offer consistent information and clear explanations to empower the woman 
to take care of her own health’ (11, p. 11), indicating an opportunity to discuss 
behaviour change. However, it is known that even though even within routine 
consultations where practitioners identify that health-related behaviour 
change is highly relevant, opportunities are frequently missed (3, 24). Reasons 
for this are a lack of confidence in addressing the issues, uncertainty about 
whose responsibility behaviour change is, concern about their ability to effect 
change and a desire to protect the doctor-patient relationship (3, 24). GPs are 
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particularly important healthcare professionals to support behaviour change 
for women at this time, as they are the only healthcare professional who 
potentially has continued contact with women before and after pregnancy and 
will also provide care for the baby (20). Therefore, GPs are suitably placed to 
co-create a teachable moment through the dynamic clinician and patient 
interaction (4). However, it remains unknown how GPs perceive their role in 
this interaction, and how behaviour change features and if similar barriers are 
operating as found in other routine consultations (24). Consequently, the aim 
of this study was to explore GPs’ experiences and views of health behaviour 
change discussions during the 6-8 week postnatal check. 
 
Method 
 Ethical approval was obtained by a University Research Ethics 
Committee (reference 02/12/15).  Sampling was purposive and sought to 
recruit qualified or trainee GPs from the North West UK. In line with key 
qualitative methodological principles, this sampling method aimed to seek the 
widest range of views available relating to the research question, rather than 
to generate a statistically representative dataset that removes more atypical 
cases (12, 13). GP practices were identified via the NHS directory, followed by 
snowball sampling, in which participants provided contact details of other 
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relevant individuals (14). The practice manager(s) at each practice was initially 
contacted via email and invited to distribute the study details to all GPs 
affiliated with the practice. Interested GPs were encouraged to email one of 
the principal investigators for further details. All potential participants were 
emailed the participant information sheet and provided written consent, prior 
to participation in the interview.  
 Semi-structured telephone interviews were conducted between 
December 2015 and November 2016. Telephone interviews provide an 
opportunity to obtain data from groups that are hard to engage in research 
(15, 16). The interviewer (HT or ES) combined open ended questions for free 
responses and focused questions to prompt (17). A topic guide was designed 
for the interviews following a review of the current literature, a pilot interview 
and discussions with the research team (see Table 1).  It provided a flexible 
framework for questioning, but ensured that key topics were explored: 
participants’ views and experiences of the postnatal check and the postnatal 
check as a behaviour change opportunity. The topic guide was amended 
throughout the study to allow for the exploration of emerging themes.  The 
interviews were audio-recorded and anonymously transcribed verbatim. 
 
[Table 1 here] 
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 The transcripts were analysed using thematic analysis, as described by 
Braun and Clarke (See Table 2) (18). Thematic analysis provides a rich and 
detailed, yet comprehensive account of the data (18). This analytical approach 
was chosen because it is theoretically flexible (18). Within this study it was 
used as a realist method; it was assumed that the language used reflected the 
meanings, experiences and reality of the participants (18). The codes and 
themes were identified inductively and at a manifest level. Considering the 
novelty of the research, these decisions meant the analyst did not look beyond 
the narrative, in an attempt to accurately report the views and experiences of 
participants (18).  Alongside recruitment, interview data were discussed as a 
research group.  After 16 interviews had been completed, it was evident that 
no new concept were emerging, however, to ensure this was an adequate 
sample size to summarise the experiences of the sample, two further 
interviews were conducted and discussed.   
 
[Table 2 here] 
 
Results 
 Two hundred and thirty-five practices were contacted, with an initial 
expression of interest made by 23 practices. From these, 21 GPs agreed to take 
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part in the study and scheduled an interview, although three did not 
subsequently complete this. The final sample comprised 18 GPs (fourteen 
female; four male) from 12 GP surgeries in North West England. Practices were 
varied and drawn from urban and more rural areas, and from practices in areas 
of a range of level of deprivation. All participants were fully qualified GPs 
currently working at least part-time in a primary care practice and undertaking 
baby-checks as part of their job role. Interviews lasted between 20 and 40 
minutes (mean = 26 minutes). One theme and three sub-themes were 
identified from the data (Figure 1), which summarised participants’ views and 
experiences of health-related behaviour change during the postnatal check. 
Each sub-theme is described, supported by direct quotes as evidence to 
illustrate the themes. 
 
The postnatal check is an unrealised opportunity for facilitating health-
related behaviour change 
 Participants identified health promotion to be an important area of 
general practice and perceived the postnatal check as a potential opportunity 
to initiate discussions about behaviour change with women. However, they 
reported it was not readily discussed during these consultations. Participants 
reflected upon the importance of behaviour change and whether they should 
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endeavour to better utilise this opportunity and discuss behaviour change 
more consistently. 
“I think after you’ve asked me the questions you’ve made me think 
around whether, if I should be more consistent in, erm, what I do ask 
about smoking and alcohol, as I say, I don’t talk about alcohol at regular 
things so maybe that would be something that I should be doing” 
 
This theme is organised into three sub-themes: (i) Opportunity for health-
related behaviour change, (ii) Role responsibility and (iii) Patient-led vs. GP-led 
behaviour change. 
 
[Figure 1 here] 
 
Opportunity for health-related behaviour change 
The participants identified that the postnatal period presented an 
opportunity for women to change their behaviour, recognising that women 
may have already changed or considered changing several health 
behaviours during pregnancy, such as smoking cessation and reducing 
alcohol consumption. Participants, therefore, acknowledged that there was 
also scope to encourage women to maintain healthy lifestyle changes as 
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well as initiate new behaviours. Participants recognised that women were 
going through a life transition and may be prepared to revaluate their 
habits and priorities for the benefit of themselves and their family. Women 
were believed to be motivated to change and had new opportunities to be 
physically active, such as walking with the pram, making them potentially 
receptive to health promoting messages.     
“Well, clearly it’s obviously a great opportunity when you’ve just had a 
baby, for anything smoking and alcohol related behaviours whatever, 
erm, you know could be obviously detrimental to the baby, you know, 
and it’s obviously a chance, it’s obviously a big change in the woman’s 
life, so it’s obviously equally a very good chance to try and change 
behaviour” 
 
Whilst the check provided an opportunity for health behaviour change talk, 
participants described other potentially competing agendas. Participants 
perceived the postnatal check as an opportunity to interact with women. In 
comparison to other consultations, participants described the postnatal 
check as particularly enjoyable. The check was viewed as an opportunity to 
congratulate women on their baby, and provided the foundation for 
fostering a strong relationship between the GP and the woman’s family. 
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Importantly, participants stressed that the postnatal check allowed them to 
ascertain women’s wellbeing, such as recognise indictors of postnatal 
depression and assess their social support and coping strategies.  
“One of the main things is to check in with mum and you know, 
establish that relationship with mums in relation to the practice […] 
but I think something in terms of that foster stuff, about building, it is 
a chance to get to know them and ask you know, things about 
depression and support” 
 
Role responsibility 
The role of the GP in behaviour change discussions was often reflected 
upon and conflicting views were expressed as to whether the GP is in the best 
position to discuss postnatal behaviour change. Participants identified that the 
postnatal check is a potential behaviour change opportunity recognising the 
importance of behaviour change to their profession and their influence as a 
respected health professional, acknowledging that women may be more 
inclined to listen to information provided by a GP as opposed to other 
members of the healthcare team.  Yet, many considered their main purpose as 
treating physical health problems and not to promote health. Furthermore, 
where participants did view their role as promoting healthy behaviours, it was 
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often in the form of signposting women to further information or referring 
them to other health professionals.  
“I also feel strongly that a GP should, erm, should be an advocate of a 
healthy lifestyle, so you should be the right weight for your height, you 
shouldn’t smoke, you shouldn’t drink too much alcohol, you should 
exercise regularly” 
 
“GPs are needed for complex medical conditions and it seems a bit 
luxurious to book an appointment to talk about diet and lifestyle change, 
which doesn’t have to be done by such a highly qualified professional” 
 
Some were concerned that not only was the GP not the most appropriate 
person to initiate behaviour change discussions, but that the postnatal check 
was not the appropriate time. Two reasons given were a lack of time in the 
appointment to address behaviour change and a lack of readiness from 
women. 
 “They’re often totally worn out, they’re often not happy with the way 
they look ‘cause they’re often overweight, they’ve got stitching. Yeah I 
think it’s probably not the best moment to suggest major lifestyle 
changes” 
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Some participants felt they lacked the resources and skills to discuss behaviour 
change effectively. 
“Obviously in the, in the relatively short time that the GP would have 
with that woman, I’m not quite sure I would necessarily be equipped 
enough anyhow to offer significant, sort of, you know, dietary advice, 
certainly, you know, I would mention it and ask about that and again 
signpost mum” 
 
In contrast they perceived different healthcare professionals were in a better 
position to discuss behaviour change and specifically named health visitors, 
health trainers, midwives, dieticians and specialist nurses as potential 
candidates. They perceived these other health professionals as having better 
continuity of care and therefore the ability build a strong practitioner-patient 
relationship. They also believed other healthcare professionals had more time 
to discuss behaviour change or make appointments specifically for behaviour 
change.   
 
Patient-led vs GP-led behaviour change 
Participants distinguished between behaviour change discussions 
relevant to this consultation that are initiated by the GP and those that are led 
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by the women. GP-led behaviour change encompassed pregnancy-related 
behaviours such as contraception and breastfeeding, behaviours relating to 
postnatal medical problems, the safety of the baby and postnatal depression. 
Typically, when health behaviours were raised by the GP they were around 
resolving pregnancy-related issues rather than creating long-term lifestyle 
behaviour changes. Communication around behaviour change relating to more 
general lifestyle behaviour change was almost exclusively patient-led. 
Participants believed women often wait until this health check to ask about 
health behaviours and hence would initiate conversations over lifestyle factors 
they were motivated to address. 
“If I saw it, I mean certainly if the patient’s asking for any advice or any 
help I’m more than happy to talk about those things. If there is a concern 
from my side because they are particularly overweight, they are inactive 
then I’ll be happy to do it, but maybe as a routine I wouldn’t be looking 
at lifestyle counselling” 
 
Behaviour change to improve the future health of the mother and family was 
also viewed to be led by the women and their own motivations, for example to 
return to their pre-pregnancy weight. 
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“A lot of them are pretty anxious to, sort of, try and shift the baby 
weight, so healthy eating is something that’s often led by them” 
 
Discussion 
Summary 
This study is the first to investigate the views and experiences of GPs 
regarding the 6-8 week postnatal check as a health-related behaviour 
change opportunity. Findings revealed that although the postnatal check 
was recognised as a potential opportunity to facilitate behaviour change, 
such opportunities are not readily utilised for long-term lifestyle behaviour 
change. The 6-8-week postnatal check offers an opportunity for GPs to 
initiate a behaviour change conversation around pregnancy-related 
behaviour change - afforded by a naturally occurring intervention 
opportunity and a NICE (2006) recommended primary care consultation. 
Nonetheless, such opportunities for long-term lifestyle behaviour change or 
behaviours that are not specifically pregnancy-related are often missed. 
Despite being knowledgeable of behavioural change, GPs do not consider 
long-term lifestyle behaviour change to be their role at this time. GPs 
perceive their role as addressing medical and pregnancy-related concerns 
whilst fostering a positive relationship with the woman, and respond to 
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explicit requests to ‘refer’ rather than ‘initiate’ a behaviour change 
discussion.  Thus, referral to appropriate resources and services maybe the 
most suitable role for GPs in long-term lifestyle behaviour change, as it can 
offer women the opportunity and capacity for behaviour change, important 
components according to the COM-B model (8).  
 
Strengths and limitations 
This study, the first to explore GPs views and experiences towards health-
related behaviour change during the postnatal check, sought a sample from a 
population who are often reluctant to engage in research (16). The views 
expressed provide insight into current knowledge and experiences of GPs 
regarding behaviour change during the postnatal check. However, limitations 
must be acknowledged. The GPs interviewed and recruited are limited to one 
area in the UK. It is also important to note that those who took part in the 
research may have more of an interest postnatal care, patient-communication 
and behaviour change than other GPs. Hence the findings from this likely 
motivated sample may underestimate the reluctance of GPs to engage in 
behaviour change conversations beyond pregnancy-related behaviours and 
over-estimate the extent to which GPs recognise their potential role in 
promoting healthy behaviours at this time. 
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Comparison with existing literature 
GPs reported women often initiate lifestyle behaviour change discussions; 
suggesting a strong indicator of women’s willingness to start making 
healthy lifestyle choices at this time. This supports arguments by Phelan 
(2010) that pregnancy is a teachable moment; women’s perceived value of 
healthy behaviours is enhanced and there are expectations for changes in 
lifestyle (7). The data indicate that women do express a willingness to 
return to their pre-pregnancy activities and manage their weight post-
pregnancy during these consultations. This echoes previous research that 
healthy lifestyle changes are executed in the postnatal period (9). Despite 
recognising the postnatal period as a significant life event associated with 
increased receptiveness to health messages (7) and evidence that women 
may even initiate behaviour change talk at this time, our findings 
demonstrate GPs do not capitalise on these opportunities. Past research 
has reported that the success of the teachable moment rests on the 
physician’s ability to address the salience of patients concerns and identify 
opportunities to implement change (5). GPs and the wider NHS community 
have the opportunity to encourage change and given the lack of GP-
initiated behaviour change, it is possible that GPs and allied health 
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professionals should provide women with the opportunity to capitalise 
upon teachable moments and deliver behaviour change support. A recent 
article from Australia stated that GPs have a key role in behaviour change 
through several avenues; firstly, they can signpost women to the 
appropriate service or advice and thus reduce any anxiety of where to 
locate relevant information and secondly, they can help women to change 
lifestyle risks and manage chronic health concerns (20). These findings 
provides further evidence for the COM-B model (8) which identifies 
motivation, opportunity and capability to be simultaneously important for 
successfully changing behaviour. Literature suggests women want to make 
changes in the postnatal period (9), the postnatal check presents an 
opportunity to capitalise upon women’s perceived motivation, thus it is 
imperative that health professionals possess the necessary capabilities to 
implement change which may include knowledge of the most appropriate 
route to refer a woman for lifestyle behaviour change support (5, 8, 21). 
Together these findings suggest that the COM-B model may be a useful 
framework to understand not only women’s behaviour changes, but also 
GPs behaviour in initiating and addressing these issues during 
consultations. 
20 
 
Previous research has suggested that GPs do have the capabilities to 
accomplish teachable moments (5) but encounter barriers including lacking 
confidence and the skills for behaviour change facilitation (3). This study 
demonstrates that such barriers persist in the context of postnatal care also; 
GPs cited lack of expertise and resources impeded behaviour change 
discussions. In addition, GPs perceived that long-term lifestyle behaviour 
change was not within their remit. It is possible that this perception may have 
been influenced by GPs declining role in postnatal care (22, 23). GPs provided 
conflicting accounts of who should provide health-related behaviour change 
support, supporting past research which has demonstrated that GPs remain 
unclear regarding their own and other health care professionals’ roles in 
lifestyle behaviour change (24). This supports Chisholm et al.’s (2012) finding 
that doctors believe their responsibility is to raise awareness of behaviour 
change, yet refer patients to other healthcare professionals. Continuity of care 
was a key factor in GPs’ reasoning as to why other health professionals were in 
a better position to facilitate behaviour change. The suggested lack of 
continuity between GPs and their patients contradicts the common perception 
that GPs, arguably, have the strongest form of continuity; ‘longitudinal 
continuity’ which is synonymous with the ideal of consistent care from one 
doctor over a defined period of time (25). This suggests there are misaligned 
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ideas surrounding continuity of care within the NHS, as although seen as a 
prerequisite for behaviour change, continuity is not thought to be held by 
health professionals. GPs cited time constraints as a barrier for lifestyle 
behaviour change discussions at the postnatal check which is already full with 
pregnancy-related medical questions. This is consistent with existing evidence, 
which identifies time constraints as a barrier to undertaking health promotion 
in general practice (3, 26). However, research has suggested that lacking time, 
for matters such as health promotion, only implies it is of lower priority than 
other activities, rather than being due to the lack of a finite resource (16). 
Nevertheless, initiating behavior change discussions, responding to behaviour 
change motivation cues, and providing relevant sign posting is likely to be a 
more realistic expectation rather than facilitating behaviour change directly. 
The findings also reveal a dichotomy in the current communication of 
behaviour change. Traditionally, healthcare communication has been 
conceptualised along a continuum of doctor-centeredness and patient-
centeredness (27). Whilst patient-centred care adheres to the patient-led 
agenda and values patients’ views, doctor-centred care follows a doctor-led 
agenda with a focus on disease (28). GPs have been identified as having more 
patient-centred attitudes than other doctors, such as surgeons and 
pathologists (29), yet in the postnatal check it appears GPs integrate both 
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models of care. GPs largely followed a doctor-led agenda, addressing medical 
or pregnancy-related behaviour change. Yet, with regards to lifestyle 
behaviour change they followed a patient-centred model of care, as it was only 
discussed after women were offered space to initiate these concerns. This is 
important as it reveals some women do want to discuss behaviour change at a 
time where they may be more vulnerable due to their new role as a mother 
and in this setting. Such patient-led communication is in line with the NHS 
agenda to increase patient partnership in health (30). However, relying on 
women to initiate these conversations is likely to miss opportunities to discuss 
behaviour change, not least due to the prevalence of unvoiced agendas within 
general practice. This presents an inadequacy in current discussion of 
behaviour change and supports previous findings that even where GPs believe 
they should advise health promotion activities, in practice they are less likely 
to do so (32). 
 
Implications for research and practice 
It is evident that further research is needed to understand women’s views 
and experiences of health-related behaviour change during the postnatal 
check including both pregnancy-related and lifestyle behaviours. Moreover, 
it would be valuable to conduct observations of when and how 
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opportunities are initiated and facilitated or inhibited during these 
consultations. To ensure that GPs and women’s expectations are aligned, 
an explicit postnatal check agenda that enables shared decision making 
over the priorities of GPs and women within the available time could be a 
useful resource and research is needed to understand its acceptability. Our 
findings suggest that the GPs’ perceived role in behaviour change may 
impede the initiation of lifestyle behaviour change discussions during the 
postnatal check. It is will be necessary to replicate this work in other 
locations in order to further understand the extent to which these findings 
generalise to GPs with less experience or interest in working with women 
postnatally. Recognising the potential scope for health promotion within 
the postnatal check and women’s expectation and acceptability for these 
conversations is likely to ensure the check is better utilised. It is likely 
developments to current recommendations and guidelines will be 
necessary (33). As our study highlights, GPs are unclear about their role in 
behaviour change at this time, and therefore future policies should clarify 
the role of the GP in maternity services (21). Defining the role of the GP in 
the postnatal check could contribute to a better provision of care and thus 
improve satisfaction with services and subsequent outcomes for women 
and their families (33).  GPs did not perceive lifestyle behaviour change to 
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be within their remit which was fuelled by the perception that they did not 
have the expertise, resources and time. Therefore, there is a need to 
increase the opportunities offered by GPs to liaise with other healthcare 
professionals involved postnatal care and to signpost women to 
appropriate services to support lifestyle behaviour change. Despite 
potential longer term benefits of such opportunities, there are likely to be 
short-term resource implications to also consider. Nevertheless, updated 
guidelines could serve to operationalise GPs’ (and their allied colleagues’) 
role as behaviour change facilitators within postnatal care. 
 
Author contributions 
SP, DMS and HT conceived of the idea and designed the study. HT and ES 
recruited participants, transcribed and conducted interviews and conducted 
the preliminary analysis. All authors contributed to the refining of the analysis. 
HT drafted the paper which was developed and completed by all authors. All 
authors approved the final version. 
Role of funding 
This research did not receive any specific grant from funding agencies in the 
public, commercial, or not-for-profit sectors. 
Conflicts of Interest: none 
25 
 
Acknowledgements 
The authors would like to thank everyone who helped with recruitment 
including the GP Surgery managers.  The study would not have been possible 
without the GPs giving up their time and for this we are grateful. We are also 
grateful for feedback on an early draft from general practitioner, Dr MA Talbot.  
 
References 
1.  National Institute for Health and Care Excellence. Behaviour change: 
individual approaches (NICE guidance code PH49). [Internet]. 2014 [cited 
2016 May 11]. Available 
from:https://www.nice.org.uk/guidance/ph49/chapter/What-is-this-
guidance-about 
2.  World Health Organisation. 2008-2013 Action plan for the global strategy 
for the prevention and control of noncommunicable diseases. [Internet]. 
2008 [cited 2016 May 11]. Available from: 
http://www.who.int/nmh/Actionplan-PC-NCD-2008.pdf 
3.  Chisholm A, Hart J, Lam V, Peters S. Current challenges of behaviour 
change talk for medical professionals and trainees. Patient Educ Couns. 
2012, Jun, 30;87(3):389-94. 
4.  Lawson PJ, Flocke SA. Teachable moments for health behavior change: a 
concept analysis. Patient Educ Couns. 2009, Jul, 31;76(1):25-30. 
5.  Cohen DJ, Clark EC, Lawson PJ, Casucci BA, Flocke SA. Identifying 
teachable moments for health behaviour counseling in primary care. 
Patient Educ Couns. 2011, Nov, 30;85(2):e8-15. 
26 
 
6.  McBride CM, Emmons KM, Lipkus IM. Understanding the potential of 
teachable moments: the case of smoking cessation. Health Educ Res. 
2003, Apr, 1;18(2):156-70. 
7.  Phelan S. Pregnancy: a “teachable moment” for weight control and 
obesity prevention. Am J Obstet Gynecol. 2010, Feb, 28;202(2):135-e1.  
8.  Olander EK, Darwin ZJ, Atkinson L, Smith DM, Gardner B. Beyond the 
‘teachable moment’–A conceptual analysis of women's perinatal 
behaviour change. Women Birth. 2015, Jun, 30;29(3):e67-71. 
9. Smith DM, Lavender T. The maternity experience for women with a body 
mass index≥ 30 kg/m2: a meta-synthesis. BJOG. 2011, Jun, 1;118(7):779-
789. 
10.  National Institute for Health and Care Excellence. Weight Management 
before, during and after pregnancy (NICE guidance code PH27). [Internet]. 
2010 [cited 2016 May 15]. Available from: 
https://www.nice.org.uk/guidance/ph27 
11.  National Institute for Health and Care Excellence. Postnatal care up to 8 
weeks after birth (NICE guidance code CG37). [Internet]. 2006 [cited 2016 
May 16]. Available from: 
https://www.nice.org.uk/guidance/cg37/chapter/1-Recommendations 
12.  Pope C, van Royen P, Baker R. Qualitative methods in research on 
healthcare quality. Qual Saf Health Care. 2002, Jun, 1;11(2):148-52.  
13.  Peters S. Qualitative research methods in mental health, Evid Based Ment 
Health. 2010, May;13 (2):35-40.  
14.  Noy C. Sampling knowledge: The hermeneutics of snowball sampling in 
qualitative research. Int J Soc Res Methodol. 2008, Oct, 1;11(4):327-44.  
27 
 
15.  Sturges JE, Hanrahan KJ. Comparing telephone and face-to-face 
qualitative interviewing: a research note. Qual Res Psychol. 2004, 
Apr;4(1):107-18.  
16.  Salmon P, Peters S, Rogers A, Gask L, Clifford R, Iredale W, et al. Peering 
through the barriers in GPs' explanations for declining to participate in 
research: the role of professional autonomy and the economy of time. 
Fam Pract. 2007, May, 15;24(3):269-75.  
17.  Peters S. Qualitative research methods in mental health. Evid Based Ment 
Health. 2010, May;13(2):35-40.  
18.  Braun V, Clarke V. Using thematic analysis in psychology. Qual Res  
Psychol. 2006, Jan, 1;3(2):77-101. 
19.  Boyatzis RE. Reliability is consistency of judgment. In: Boyatzis RE, editor. 
Transforming qualitative information: thematic analysis and code 
development. London: Sage;1998. p. 144-59. 
20.  Frayne J, Hauck Y. Enjoying a healthy pregnancy: GPs essential role in 
health promotion.  Australian Family Physician, 2017 46 (1-2), 20-25.  
21.  Michie S, van Stralen MM, West R. The behaviour change wheel: a new 
method for characterising and designing behaviour change interventions. 
Implement Sci. 2011, Apr, 23; 6(1):42.  
22.  Boyce T, Peckham S, Hann A, Trenholm S. A pro-active approach. Health 
promotion and ill-health prevention. [Internet]. 2010 [cited 2016 Nov 10]. 
Available from: 
http://www.kingsfund.org.uk/sites/files/kf/field/field_document/health-
promotion-ill-health-prevention-gp-inquiry-research-paper-mar11.pdf 
23. Department of Health. Maternity matters: choice, access and continuity of 
care in a safe service. [Internet]. 2007 [cited 2016 Nov 12]. Available from: 
http://webarchive.nationalarchives.gov.uk/20130107105354/http:/www.
28 
 
dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/@dh/@en/docume
nts/digitalasset/dh_074199.pdf 
24. Dewhurst A, Peters S, Devereux-Fitzgerald A, Hart J. Physicans’ views and 
experiences of discussing weight management within routine clinical 
consultations: A thematic synthesis. Patient Educ Couns. 2017, May; 
100(5):897-908. 
25.  Freeman G, Hjortdahl P. What future for continuity of care in general 
practice?. BMJ. 1997, Jun, 28;314(7098):1870.  
26.  McKinlay E, Plumridge L, McBain L, McLeod D, Pullon S, Brown S. “What 
sort of health promotion are you talking about?”: a discourse analysis of 
the talk of general practitioners. Soc Sci Med. 2005, Mar, 31;60(5):1099-
106. 
27.  Bryne PS, Long BEL. Doctors Talking to Patients. London: Her Majesty’s 
Stationery Office;1976. 
28.  Krupat E, Putnam SM, Yeager C. The fit between doctors and patients: can 
it be measured?.  J Gen Intern Med. 1996;11:134.  
29.  Haidet P, Dains JE, Paterniti DA, Hechtel L, Chang, Tseng TE, et al. Medical 
student attitudes toward the doctor–patient relationship. Med Educ. 
2002, Jun, 1;36(6):568-74. 
30.  Secretary of State for Health. Saving Lives: Our Healthier Nation, CM4386. 
London: Stationery Office; 1999. 
31.  Barry CA, Bradley CP, Britten N, Stevenson FA, Barber N. Patients' 
unvoiced agendas in general practice consultations: qualitative study. 
BMJ. 2000, May, 6;320(7244):1246-50. 
32.  Brotons C, Björkelund C, Bulc M, Ciurana R, Godycki-Cwirko M, E. Jurgova, 
et al. Prevention and health promotion in clinical practice: the views of 
general practitioners in Europe. Prev Med. 2005, May, 31;40(5):595-601. 
29 
 
33.  National Institute for Health and Care Excellence. Postnatal care up to 8 
weeks after birth. [Internet]. 2006 [cited 2016 Nov 14]. Available from: 
https://www.nice.org.uk/advice/lgb4/chapter/introduction 
 
 
 
 
 
 
